Multiple studies have demonstrated racial/ethnic minority individuals receive less treatment for similar levels of pain than non-Hispanic white (NHW) individuals. Whether this association exists in the postpartum setting remains unknown. We sought to evaluate racial/ethnic differences in women's postpartum pain scores, inpatient opioid administration, and discharge opioid prescribing. STUDY DESIGN: Retrospective cohort study of all deliveries at a single, high-volume tertiary care center (12/2015-16). Women were included if they self-identified as NHW, non-Hispanic black (NHB), or Hispanic. Medical records were queried for three outcomes: 1) patient-reported postpartum pain score at discharge (dichotomized <5 or 5); 2) inpatient opioid dosing during postpartum hospitalization (reported as morphine milligram equivalents [MME] per postpartum day); and 3) receipt of an opioid prescription at discharge. The associations between each of these outcomes and maternal race/ethnicity were assessed using multivariable logistic regression models with random effects to account for clustering by discharge physician. RESULTS: Of 9,900 women eligible for analysis, 68.4% identified as NHW, 21.0% as Hispanic, and 10.6% as NHB. On bivariable analyses, Hispanic and NHB women were more likely to report postpartum pain scores 5 (p<0.001), but received less inpatient MME/ day (p<0.001) and were less likely to receive an opioid prescription at discharge than NHW women (p<0.001) (Figure) . On multivariable analyses, these findings remained statistically significant (Table) . Specifically, compared to NHW women, Hispanic women had significantly greater odds of reporting a pain score of 5 (aOR 1.69; 95% 1.33-2.15), but received significantly less inpatient MME/day (ab -4.77; 95% CI -6.59 to -0.62) and were significantly less likely to receive an opioid prescription at discharge (aOR 0.81; 95% CI 0.68-0.97). Similarly, NHB women had significantly greater odds of reporting a pain score 5 (aOR 2.66; 95% 2.05-3.45), but received significantly less inpatient MME/day (ab -2.79; 95% CI -4.95 to -0.62) and were significantly less likely to receive an opioid prescription at discharge (aOR 0.81; 95% CI 0.65-0.99). CONCLUSION: Hispanic and NHB women experience disparities in pain management in the postpartum setting that cannot be explained by less perceived pain.
Adherence to sexually transmitted infection screening in pregnancy
Nevert Badreldin, Kathleen Drexler, Rebecca Weiss, Lynn M. Yee
Northwestern University Feinberg School of Medicine, Chicago, IL OBJECTIVE: Professional guidelines and IL state law require screening for sexually transmitted (STI) infection during pregnancy. Our objective was to evaluate adherence to STI screening recommendations during pregnancy and identify factors associated with adherent screening. STUDY DESIGN: Retrospective cohort study of women with singleton gestations who initiated prenatal care in the first or second trimester between 11/2011-2015. Demographic characteristics and STI screening were abstracted from prenatal records. Tests of interest included initial syphilis, HIV, hepatitis B, chlamydia and gonorrhea (GCCT) and repeat (third trimester) syphilis and HIV. All women were eligible for initial screening. Women were considered eligible for repeat screening for syphilis (mandated by state law) and HIV (institutional protocol) if delivered 32 wks. Adherent screening was defined as performance of all recommended screening; initial and repeat testing were analyzed separately. Factors associated with adherent screening were evaluated using multivariable logistic regression models. RESULTS: Of 2370 women in the total cohort, 1809 (76.3%) received adherent initial STI screening and 181 (7.6%) received adherent repeat STI screening. Women who received initial screening were more likely to be older, non-Hispanic white, non-smokers who initiated care earlier. After adjusting for covariates, being privately insured (aOR 1.74, 95% CI 1.38-2.21) was significantly associated with adherent initial screening, whereas being non-Hispanic or Hispanic were associated with lower odds of adherent initial screening (Table) . Factors associated with adherent repeat STI screening were younger age (aOR 0.95, 95%CI 0.92-0.98), non-Hispanic black race (aOR 2.28, 95% CI 1.85 -4.16), and smoking (aOR 1.67, 95% CI 1.17-2.39). Additionally, private insurance (aOR 0.18, 95% 0.13-0.25) and nulliparity (aOR 0.59, 95% CI 0.44-0.80) were significantly associated with decreased odds of receiving adherent repeat screening (Table) . CONCLUSION: At this institution, STI screening rates remain suboptimal and multiple disparities exist in performance both of both initial and repeat screening. Results suggest that while women with higher socioeconomic status are more likely to receive adherent initial STI screening, women of lower socioeconomic status are more likely to receive adherent repeat STI screening. OBJECTIVE: There is limited data on the consequences of gestational weight gain (GWG) and obesity on pregnancy outcomes in developing countries. We evaluated body mass index (BMI) and GWG in Rwanda and their effects on pregnancy outcomes. STUDY DESIGN: Prospective cross-sectional study of women with a singleton gestation who entered antenatal care in the 1st trimester and delivered at term. Only patients with accurate gestational age (GA) assignment were included. GA was determined by LMP correlating with 1st trimester examination or by ultrasound before 20 weeks. All participants were admitted to 1 of 3 maternity units in Kigali, Rwanda over a period of 6 months (June to December 2016). The combined annual deliveries at the three hospitals is over 17,000 annually. All women were weighed at entry to care and at the time of delivery to calculate GWG. The World Health Organization classification of BMI and GWG was used to stratify participants. The main outcomes were infant birth weight and percentile, hypertension, diabetes and cesarean section. Data analysis comprised descriptive, linear regression model and multiple logistic regression analyses. RESULTS: Of the 1000 participants, 31(3.1%) were underweight, 641(64.1%) had a normal BMI, 261(26.1%) were overweight and 67(6.7%) were obese. GWG was normal for 225 (22.5%) participants, less than recommended (LWG) for 680 (68%) and excessive (EWG) for 95 (9.5%). The overall prevalence of diabetes was low in the population studied (1.2%). Overweight and obese women were at increased risk of hypertension (OR 4.2 and 7.2, respectively, p<0.0001). Obese women were at increased risk of cesarean section (OR 3.2, p<0.0001). EWG increased the risk of hypertensive disorders and cesarean section (p<0.0001). The risk of giving birth to a large for gestational age (LGA) infant increased in overweight and obese women (OR¼3.3, p¼0.008 vs OR¼ 5.3, p¼0.007). Tw enty two percent of the babies of underweight women were SGA. SGA was noted in 23.1 %of women with LWG. Underweight women had a 3.5-fold increased risk of LBW infant (p¼0.05) and LWG significantly increased the risk for SGA (OR¼2.5, p<0.0001). CONCLUSION: BMI and GWG have significant impacts on term pregnancy outcome in Rwanda. The findings of this study highlight the need of nutritional education and support to improve pregnancy outcome.
294 Medicaid payment policy effects on cesarean birth differ by race Oregon Health Sciences University, Portlan, OR OBJECTIVE: To investigate whether a blended payment rate policy for uncomplicated births (cesarean or vaginal) may affect cesarean use differentially for white and nonwhite Medicaid beneficiaries. STUDY DESIGN: We identified singleton births to women enrolled in fee-for-service Medicaid, 2006 Medicaid, -2012 using Medicaid Analytic eXtract enrollment and claims from 2006-2012 for the policy state (Minnesota) and control states (California, Idaho, Illinois, Iowa, Montana, Oregon, and Wisconsin) . Individual-level quarterly interrupted time series analysis was used to assess the changes in level and trend of cesarean use post-policy vs. pre-, comparing Minnesota to control states separately among white and nonwhite (black, Hispanic, and other race) women. RESULTS: Baseline cesarean rates for nonwhite women in policy and control states were 23.64 and 31.46 respectively, and for white women were 22.36 and 28.66. After policy implementation, nonwhite women experienced a 0.44 percentage point decline in the quarterly trend in cesarean rates, relative to nonwhite women in control states (p¼0.013). By three years post-policy, this reduction amounted to a 5.28 percentage point relative decrease in cesarean rate compared with control states. There was no level change in cesarean rate at the policy transition point for nonwhite women, and for white women, there were no changes in level or trend. CONCLUSION: Cesarean trend changes following implementation of a blended payment for uncomplicated births in a state Medicaid program were concentrated among nonwhite women. Changes to childbirth financing policies may improve value for Medicaid programs, which fund half of births nationally, but attention to differential policy effects and appropriateness of cesarean use is warranted.
